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GRIFFITH REHABILITATION

PRE ADMISSION REFERR

FAX TO: Rehabilitation Co-
(08) 8377 05

NAME: ______________________________________

HOSPITAL: ___________________________________

WARD: ______________________________________

ADMITTING DIAGNOSIS: _______________________

EXPECTED TRANSFER DATE: __________________

REQUESTED PRE-ADMISSION
ASSESSMENT DATE: ___________________

Accepted  Date of Transfer: …………………

Rejected  Reason ……………………………

…………………………………………………………………

SIGNATURE: _____________________

DATE: ________________

Rehabilitation Co-ordinators, Denise Collopy, Lauri
assess patients within 24 hours of referral, unless otherw

Affix sticky label here if available.
HOSPITAL

AL FORM

ordinators
43

_________________

_________________

_________________

_________________

_________________

____________

…..

………………………..

………………………….

Wild or Julie Vincent will
ise indicated.


